Method: residents of long-term care settings without major activity of daily living (ADL) deficits are often referred to as 'low-care cases' and are deemed inappropriately placed in an institution. We compare the prevalence and characteristics of this population in Denmark, Iceland, Italy, Japan, Sweden and the USA, using the Resident Assessment Instrument Minimum Data Set. Results: among the six nations, the percentage of low-care cases ranged from 27 to 52% using a broad definition of no physical assistance required in late-loss ADLs (bed mobility, toileting, transfer and eating). With a more narrow definition which additionally excludes those falling into the Resource Utilization Groups, version III categories of rehabilitation, clinically complex, impaired cognition and behaviour problems, the percentages seen range from 9 to 35%. Finally, 2-14% meet the most restrictive definition, which further excluded residents requiring any supervision in late-loss ADLs, with any deficits in early-loss ADLs (dressing or grooming) or needing medical and psychiatric supervision. Conclusion: although long-term care settings differ, making comparison by country difficult, the use of the same standard assessment form makes it possible to compare the many reasons for institutionalization.
Introduction
Institutionalization is determined by many factors, the relative importance of which may differ across countries. This study looks specifically at those residents (the word 'resident' will be used throughout, although in some countries 'patient' is the preferred term) in long-term care settings who do not have major activity of daily living (ADL) deficits. These residents are often presumed to be 'low-care cases'. While the lack of ADL deficits may be an indicator of inappropriate placement, other aspects besides residents' ADLs should be analysed before drawing such conclusions. The use of the common Minimum Data Set (MDS) instrument [1] enables us to compare the prevalence of low-care case residents across nations, to explore the reasons why elderly people enter institutional settings.
Methods
The characteristics of the national samples are summarized in Table 1 . In only the USA and Iceland are the samples population-based and representative. Denmark comes next closest to being representative, with 65 out of a total of 75 nursing homes in Copenhagen included. In the other countries, the samples were more selective, covering different types of long-term care settings in Japan and Sweden and limited to nursing homes from selected regions of Italy. In Japan, the settings, although not random and precisely proportional, were selected to represent a cross-section of facility residents' case-mix. In Sweden, the sample consists of a cross-sectional representation of nursing homes, as well as hospital-based units for people with Alzheimer's disease and rehabilitation wards, which are ostensibly for assessment purposes We considered three alternate specifications for low-care cases. The first is a broad definition which includes any resident who does not require physical assistance in four late-loss ADLs: bed mobility, toileting, transferring and eating. In each instance, the resident was either independent or required only supervision (no physical assistance) in performing the late-loss ADL functions. Late-loss ADLs are those which elders are most likely to lose last in life and are contrasted with early-loss ADLs-bathing, personal hygiene and dressing. ADL loss tends to follow a pattern and most individuals with late-loss problems will have already lost their independence in the early-loss ADLs [2, 3] .
The second, narrower, definition excludes from the first those residents who have deficits revealed by the most widely used nursing home case-mix system, Resource Utilization Groups, Version III (RUG-HI) [4, 5] which reflect the average amount of care time that each resident receives. The RUG-III system classifies residents into seven major clinical categories with further subdivision into a total of 44 subgroups. Of the seven major RUG-III clinical categories, twoextensive services and special care -require that residents also have late-loss ADL problems, so that these two can be ignored for the purposes of defining low-care residents. The remaining major RUG-III categories are: rehabilitation (undergoing rehabilitation therapy for a minimum of 3 days a week), clinically complex (having an illness such as pneumonia or undergoing treatment such as dialysis), impaired cognition (including impairment in decision making), behaviour problems (daily problems with inappropriate behaviour, wandering, etc.) and reduced physical function (the remaining residents). Thus, the second definition of low care includes those residents meeting the broader definition and but excluding those meeting the criteria of the first four indicated RUG-III categories. Given the structure of the RUG-III system, this definition is virtually identical to membership in the lowest level RUG-III groups: reduced physical function (PA1 and PA2).
The third definition, denoted here as the 'strict definition' of low-care cases, is the most restrictive. In this case, we exclude residents with other possible reasons for institutionalization, including: supervision required in any of the four late-loss ADLs, any assistance required in either of the early-loss ADLs or the need for medical or psychiatric supervision (that is, those residents who have medical or psychiatric conditions which would seem to require some professional supervision beyond those already included as criteria for the four highest RUG-III clinical categories). Medical supervision was assumed to be needed if the resident had positive answers for any of the following MDS items:
1. Diagnoses: cardiac dysrhythmias, congestive heart failure, other cardiovascular disease, Parkinson's disease, emphysema/asthma/COPD, anaemia, cancer or diabetes mellitus. 2. Symptoms: constipation, diarrhoea, dizziness/vertigo, oedema, faecal impaction, fever, internal bleeding, joint pain, daily pain, shortness of breath, syncope (fainting) or vomiting. 3. Nutrition: did not consume all/almost all fluid for 3 days, regular complaint of hunger or leaves 25% of food uneaten. Psychiatric supervision was assumed to be necessary when any of the following was present: 1. Mood: verbal expression of distress, tearful, motor agitation, withdrawal from self care, pervasive concern with health or recurrent thoughts of death. 2. Behaviour problem (not occurring every day but exhibited in last 7 days-residents with behaviour problems exhibited at least daily would already be excluded under the narrow definition, as they would fall into the behaviour problem RUG-in clinical category): wandering, verbally abusive, physically abusive or socially inappropriate/disruptive behaviour.
Results
The proportions of residents in each of the three specifications of low-care cases, by country, are shown in Table 2 , together with the numbers falling into the four major RUG-III types discussed as part of the narrow definition. Employing the broad definition, there is a twofold difference in prevalence of low-care cases, ranging from the highest, Iceland (52%), through Japan (51%), Denmark (43%), Italy (37%) and the USA (30%) to the lowest, Sweden (27%). Of the residents meeting this broad definition, about half fall into the four identified RUG-III categories. The RUG-III rehabilitation and behaviour problem categories did not constitute a large proportion in any of the countries except Sweden, where a rehabilitation ward was included in the sample. Otherwise, the relative proportions of the clinically complex and impaired cognition categories were about the same, with the exception of Japan, where the former was much higher (12.8%).
The proportion of residents meeting the narrow definition of low-care cases (those in the broad definition but not in these RUG-III categories) was in the same declining order of prevalence across nations: Iceland (35%) to Sweden (9%). The final line of Table 2 displays the percentage of all residents classified into the strict definition of low-care cases, which ranged from a high of 8% in Japan to a low of 1% in Sweden.
With the adoption of more restrictive criteria, the number of residents defined as low-care cases perforce progressively declined. However, the decreases were not uniform among the six countries. Overall, there was an eightfold range between the highest and lowest nations in the percentage of residents meeting the strict definition.
The characteristics of residents who meet the narrow definition of low care are shown in Table 3 . This definition provides the greatest information about the characteristics of low-care residents. The reader should note that residents who had none of these conditions would meet the strict definition of low care. Table 3 reveals that the percentage of residents requiring supervision in the late-loss ADLs was about 10% of those meeting the narrow definition of low-care cases in Denmark, Japan and Sweden, but was twice this level in the USA (20.4%) and only half in Italy (4.1%). The percentage requiring supervision in an early-loss ADL (personal hygiene or dressing) was 20-30% in Denmark, Sweden and the USA, but was lower in Italy (14%), Iceland (10%) and Japan (4%). In this population meeting the narrow definition, the need for medical supervision was quite common, required by about three-quarters of the residents in Denmark, Italy and Sweden, two-thirds in Japan and the USA and 83% in Iceland. The common reasons for medical supervision, although differing somewhat by country, were congestive heart failure, constipation, oedema, joint pain and daily pain. The percentage of narrow-definition low-care residents requiring psychiatric supervision ranged from a high in Italy of 52% to a low in Japan of 21%. Common reasons for psychiatric supervision were verbal expression of distress, pervasive concern with health and the resident being verbally abusive.
Discussion
The presence of low-care cases is often assumed to indicate inappropriate and inefficient use of nursing home resources [6] . However, two key factors need to be considered. The first is the characteristics of the target population, i.e. the kind of facilities considered to be long-term care settings. In some countries, a substantial proportion of long-term care is provided by hospitals and other facilities besides nursing homes. This is why these facilities were included in the sample from Japan and Sweden [7] . In other countries, nursing homes may have several levels of care, with the lowest level providing only domiciliary care. Including or excluding certain types of facility results in quite different estimates of the prevalence of low-care cases. For example, in Iceland, if lower level care nursing homes designed for individuals with affective and social difficulties were excluded, the percentage of the sample meeting the broad definition of low-care case would decrease dramatically, from 52% to 19%. The second factor is the definition of low-care cases. Consider the example of Japan. Using the broad definition (not requiring physical assistance in the four late-loss ADLs), over half of those currently institutionalized in Japan would qualify as low-care cases. If the narrow definition (excluding the four RUG-III clinical categories) were used, this percentage would decline to one-third-and to only one in 12 cases if the strict criteria (not having any accountable cause for being institutionalized) were used.
The proportion of residents who met the most restrictive criteria of low-care was relatively low in all six countries. However, this does not necessary imply that, except for this very small minority, those currently in nursing homes are receiving care in appropriate settings. With sufficient provision of medical and social support, it may be possible to care in the community for residents in all the RUG-III clinical categories. Indeed, the lack of such support may have made institutionalization inevitable for a much broader range of elderly people.
Perverse incentives in the payment mechanism also need to be considered. If nursing homes are paid a flat per diem fee and pre-admission screening processes remain inadequate, then there is an incentive to admit light-care cases: they require relatively little staff time and the payment for their care will be that of an average (and heavier care) resident. The states represented in the US sample all anticipated implementation of casemix payment systems; otherwise, no data were drawn from nations with such a system. In Iceland, although a more rigorous standardized pre-admission screening process was introduced in 1991, its full impact will not be observed until 1997 [8] .
Nevertheless, even if incentives to admit low-care residents exist, the various reasons for admission aside from the ADL should be fully explored. For example, the Japanese 'health facilities for the elderly' (one of three types of 'nursing homes' in Japan that were established in 1988 as intermediate care facilities for patients discharged from hospitals) are paid on strict per diem basis. As a result of the low staffing level and the requirement that the resident be discharged within 3 months, only relatively low-care cases have been admitted. As a result, in these facilities the ratio of low-care cases (broad definition) amounted to 69% of the total, much higher than the 51% seen for all Japanese nursing homes. Still, of these residents, the proportion requiring psychiatric supervision amounted to 41%, twice that of all Japanese facilities, because these facilities had as an objective to admit residents with cognitive impairment.
We should note that the MDS evaluation is made on the basis of the current status of the resident and the services provided, not on what could be if more appropriate care were provided. Thus, that a resident receives supervision in performing late-loss ADLs does not necessarily imply such care is warranted. Supervision may have been given to a relatively high proportion of low-care cases (20% in the USA compared with only 4% in Italy) regardless of need as a result of the facility policies, thus increasing dependence. Alternately, more time-consuming supervision may have been given instead of direct assistance in order to increase the resident's independence-or the opposite approach may be taken. Thus, a resident who can dress herself may be helped to save time or a resident who has considerable difficulty in dressing may be offered only limited assistance and supervision so that she can retain her remaining ability.
Finally, we do not know in this study whether residents were originally admitted as low-care cases or whether by the time of the assessment they had improved to this status. There is evidence that personal hygiene and dressing are likely to improve shortly after admission [9] . To fully answer this question, we need to undertake longitudinal follow-up studies comparing the assessment status on admission with subsequent changes.
Despite these caveats, our analysis of low-care cases demonstrates the value of a uniform instrument, the MDS, for comparing the long-term populations in different countries [5, 10] . The prevalence of lowcare cases can now be examined with greater ease and objectivity, using a range of definitions to meet the study's objectives. The database provides valuable evidence for making cross-national comparisons concerning the effectiveness of medical and social community supports, of the nursing home pre-admission screening programmes and of payment mechanisms in providing appropriate care. In the future, we can look forward to further exciting possibilities as longitudinal databases develop in each country.
